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BACKGROUND: Themost common cause of small-bowel obstructions in adults is postoperative adhesions.
Intestinal obstruction due to omental band is very rare and only few cases are previously reported in
literature.
CASE PRESENTATION: We report a 42 year old male patient present with complaints of abdominal dis-
tention and obstipation. X-ray and ultrasound shows dilated bowel loops. On exploratory, laparotomy
omental band presents encircling completely around mid ileum. Distal small bowel had multiple adhe-
sions. Omental band resected and ileostomy formed. Multiple mesenteric lymph nodes present biopsy
shows tubercular granuloma. Patient recovers uneventfully.
CONCLUSION: Intensive diagnostic investigations and early surgical intervention should be considered
in any adult patients with signs and symptoms of acute SBO to avoid possible complications of bowel
strangulation and gangrene.
© 2015 Published by Elsevier Ltd. on behalf of Surgical Associates Ltd. This is an open access article
under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
1. Introduction
Small bowel obstruction (SBO) is a common occurrence in adult
surgical procedures. About 60% of SBO are currently accounted
for adhesion mainly due to previous laparotomy [1]. Acute, non-
postoperative SBO is less common and has various etiologies.
Hernia is the next most common cause followed by neoplasia
[2]. We present an unusual case of SBO secondary to the omen-
tal encasement without previous history of abdominal surgery or
acute inﬂammatory process in the abdomen.
2. Case report
A 42-year-old man was admitted to our hospital in emergency
department with complain of abdominal distention and obstipa-
tion from last 10 days. Patient had past history of anti-tubercular
treatment for 2 months than discontinued. Physical examination
revealed tenderness in the epigastrium without muscle guarding.
Bowel sounds were audible.
A plain abdominal X-ray ﬁlm showed several dilated small
bowel loops with multiple air-ﬂuid levels. Ultrasound abdomen
shows gaseous abdomen. Resuscitation with IV ﬂuid started
and input output measurement done. Broad spectrum antibi-
otics and Ryle’s tube aspiration started. Patient had no sign of
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improvement after 24h management than emergency laparotomy
was performed through amidline incision, revealing small amount
of ascites in the pelvic cavity. Greater omentum forms an encircling
band around the mid ileum that causes small bowel obstruction.
Omental band released. Stricture formed at the omental band site
that was resected and ileostomy done. Distal small bowel loop
shows sever inter-bowel adhesion that was difﬁcult to separate.
Previous history of anti-tubercular treatment present so we prefer
toconsider that theseadhesionmayrespondwell toanti-tubercular
treatment. Multiple mesenteric lymph nodes enlarged. Biopsy of
lymph node shows tubercular granuloma. Anti-tubercular treat-
ment started and patient recovers well postoperatively Fig. 1.
3. Discussion
A variety of abdominal conditions can cause intestinal obstruc-
tions. The reported prevalence of these obstructions varies in
different series depending on the type of practice and the popu-
lation of patients. About 60% of intestinal obstructions are caused
by adhesions, 25% by hernias, and 5–10% by neoplasm [2]. Other
less common causes include intussusception, inﬂammatory bowel
disease, and midgut volvulus [2].
Opening the peritoneal cavity leads to the formation of poten-
tially obstructive structures (adhesions or bands) in almost 95% of
patients. With the increased incidence of abdominal surgery, these
structures are the most frequent cause of small bowel obstruction
(SBO) [3]. Internal hernia is a rare cause of small bowel obstruc-
tion. The incidence is only 0.2–0.9%. This may be congenital or
http://dx.doi.org/10.1016/j.ijscr.2015.04.009
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Fig. 1. Omental band arising from greater omentum and encircling around ileum.
Fig. 2. Complete band with its posterior surface.
acquired and may be persistent or intermittent. There is high risk
of strangulation of bowel loops [4]. Congenital hernias occur most
commonly in infancy and childhoodbut rarely canbe seen in adults.
The most common congenital hernias in adults include obtura-
tor (little old ladies hernia), paraduodenal, transmesenteric, and
transomental hernias [5]. In advanced abdominal and pelvicmalig-
nancy, 5–51% of patients with ovarian malignancies and 10–28%
of patients with gastrointestinal cancer will suffer from intesti-
nal obstruction [6]. Adult intussusception represents 1% of patients
with bowel obstructions and 5% of all intussusceptions [7].
While, there are many possible causes of SBO, the clinical
presentation rarely indicates the exact etiology. Computed tomog-
raphy (CT) has been shown to be useful in determining the site,
level, and cause of obstructions [8]. Identiﬁcation of adhesion as a
cause of SBO remains a diagnosis of exclusion that must be based
on the ﬁnding of an abrupt change in bowel caliberwithout evidenc
of another cause of obstruction [9]. The characteristic CT features
of internal hernia include abnormally located cluster of bowel
loops and mesenteric vascular abnormalities such as whirling and
twisting [10]. Treatment of small bowel obstruction carried out
according to predisposing factor for this Fig. 2.
4. Conclusion
Preoperatively, it is often difﬁcult to identify the cause of the
ileuswhen laparotomyhas not been carried out. Even though, there
is no history of previous laparotomy, intensive diagnostic inves-
tigations and early surgical intervention should be considered in
any adult patients with signs and symptoms of acute SBO to avoid
possible complications of bowel strangulation and gangrene.
Conﬂict of interest
No conﬂict of interest of author.
Funding
No source of funding.
Consent
Consent of patient not required.
Author contribution
All work done by corresponding author Prabhu Dayal Sinwar.
Acknowledgment
I give special thanks to my wife Monika Kuri for her continue
support and encouragement to prepare this article.
References
[1] W.O. Richards, L.F. Williams Jr., Obstruction of the large and small intestine,
Surg. Clin. N. Am. 68 (1988) 355–376.
[2] M.F.L. Feldman, L.J. Brandt, Sleisenger and Fordtran’s Gastrointestinal and
Liver Disease, vol.2, 8th ed., Philadelphia: Saunders, 2006, pp. 2653–2678.
[3] G. Miller, J. Boman, I. Shrier, et al., Etiology of small bowel obstruction, Am. J.
Surg. 180 (2000) 33–36.
[4] Biren Prasad Padhy, Congenital internal hernia a rare cause of acute intestinal
obstruction, Indian J. Surg. 75 (March–April (2)) (2013) 156–158.
[5] J. Landercasper, T.H. Cogbill, W.H. Merry, R.T. Stolee, P.J. Strutt, Long-term
outcome after hospitalization for small bowel obstruction, Arch. Surg. 128
(1993) 765–770.
[6] D.J. Feuer, K.E. Broadley, J.H. Shepherd, D.P. Barton, Surgery for the resolution
of symptoms in malignant bowel obstruction in advanced gynaecological and
gastrointestinal cancer, Cochrane Database Syst. Rev. Vol. 4 (2000) CD002764.
[7] D.F. Briggs, J. Carpathios, R.W. Zollinger, Intussusception in adults, Am. J. Surg.
Vol.101 (1961) 109–113.
[8] S.Y. Mak, S.C. Roach, S.A. Sukumar, Small bowel obstruction: computed
tomography features and pitfalls, Curr. Probl. Diagn. Radiol. 35 (2006) 65–74.
[9] E.J. Balthazar, W. George, Holmes lecture. CT of small-bowel obstruction, AJR
Am. J. Roentgenol. 162 (1994) 255–261.
[10] L.C. Martin, E.M. Merkle, W.M. Thompson, Review of internal hernias:
radiographic and clinical ﬁndings, AJR Am. J. Roentgenol. 186 (2006)
703–717.
Open Access
This article is published Open Access at sciencedirect.com. It is distributed under the IJSCR Supplemental terms and conditions, which
permits unrestricted non commercial use, distribution, and reproduction in any medium, provided the original authors and source are
credited.
